MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

DG NOT WRITE AMENDED Registration District No, coee. oo
ON THIS STUB T FICED JU =553
- - ). PLACE OF DM" J "'V" . 2. USUAL RESIDENCE {Where deceased lived.' If institution: Residence before

8. COUNTY .a. STATE Mo . b. COUNTY admission)

V8 300
Rev. 4/59

b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COH‘;Y : Inside Limits
own St Louis TOWN St. Louils Yes O No O

€. FULL NAME.OF (If NOT in hospital, giva lacation) Inside Limits d. STREET (If cutside, give locatipn) Reside on Ferm
HOSPITAL OR ADDRESS

INSTITUTION Christian Hospt. |wD wolf 4155 N. Grand Ave,. |Y=O %D

3. gm OF _Df]CEASED Firsr Middis ‘ l_l_.ul‘ A, DOA;IE Month
or prin 3
Yow or pri Ann - Dunnington. DEATH 6/29/ 63
5. SEX 4. COLOR OR RACE 7. Married [1°  Never Married [ (8. DATE OF BIRTH { - AGE (last birthday) [IF UNDER'I YEAR [ IF UNDER 24 HR
F. W Widowe Il [ Divorced [ 10119/83 79 Months I Days | Hours l Min.

10a. USUAL OCCUPATION [Give kind of work done | 105. KIND OF BUSINESS OR INDUSTRY| 11.. BIRTHPLACE {City and state or country} | 12. CITIZEN OF WHAT COUNTRY’
during most of working Iife, even if remed) .

ousewifle Ho Drogheda Ireland UeS,

me
T3a. FATHER'S NAME - T3b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE

Michael Kelledg:
15, WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, ar unknown) l (M yus, give war or. dufn of e

_ Jeited Y7lMr . Joe Dunnington 10Q=2$he bold -
18. CAUSE OF DEATH (Enter only one cause per lina 15 INTERVAL BE
PART I. DEATH WAS CAUSED BY: QINSET AND

IMMEDIATE CAUSE: (a)
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Conditions, if any, |
which gave rita fo

- 74 4 N - / h .- - Z
above ':;un d[:l, / 5
stating e under- - -
lylng " cause’ last. * DUE TO (g] Y 4 ¥ 7 : I}I; < “‘l
-PART . OTHER SIGNIFICANT . CONDITIONS LCONTRIBUTING TO DEATH e:ut not related to the. terminal PART 1M, If deceased u—l: female was
mon given’in P » there a pregnancy in last 90 days.
. ‘uﬂ - I_D Yes | K Ne l O Unknown
19. WAS AUTOPSY ' 204, ACCIDENY .'SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED {Enter nature of njury in PART | or PART 11 of item 18.}
PERFORMED? i [ | O = Pl . .
YES) NOTR, L - ]53,5
20c, TIME OF Hour Month, Day, Yesr -
" INJURY a.m. -
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MEDICAL CERTIFICATION

20d. INJURY OCCURRED A 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK : " farm, factory, streat, office bidg.; etc.)
NOT WHILE AT Wi RKD

o )
21, 1 attended the duaalgdtfrbu%é&w- N%MAM lagt uwmanve ’
_&;_.Lg__A m on the date stated above, and to the best of my wladgs, from the causes stated.

Death occurred at

23a. BURIAL, CREMATION, | 23b. DArea ﬂ 23c. NAME OF CEMETERY OR CREMATORY (State)
REMOVAL (Specify} )

Burial | 7/2 63 Calvary Cemetery

24. FUNERAL DIRECTOR ADDRESS 2j ULTE TCD. ‘519

Robert D. Kinealy 2228St.LouisAve.

USE BLACK INK

TYPEWRITER RIBBON

ITEM NO.] SHOULD READ

BY AFFIDAVIT OF
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s - J—-( Dl

. ‘STATEMENT. BY LICENSED EMBALMER

I“hareby ceriify that the body whose :name’ is fecorded-on-the reverse side of this certificate was embalmed. by me, - -

or by — — . _ _- .~ Student Embalmer No.

working under my personal supervision. ’ T < (21
S?udéni ' ' igne : Q‘I Cor.
Signsture of Student Embalmer
) Llcensed E balmer No.

P.-Q.. Address W

X

.

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license)..
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed fact should be 50 staied above._
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